Abstract
INTRODUCTION
The UK General Medical Council (GMC) has outlined the revalidation process. 1 All practising doctors will be regularly required to provide evidence demonstrating they are up to date and fit to practise in order to retain their licence. Evidence will be gathered in 5-year cycles via strengthened appraisal 1, 2 and clinical governance systems. 3 Multisource feedback from colleague and patient questionnaires will be required as supporting information. 2, 4 Multisource feedback questionnaires have been put forward as feasible, reliable, and valid tools for the assessment of doctors in a variety of settings. [5] [6] [7] However, a systematic review summarising the effect of workplacebased assessment on doctors' education and performance concluded that there is conflicting evidence regarding whether doctors' change their practice following multisource feedback. 8 Moreover, among doctors who receive negative feedback, some fail to accept it and may question its accuracy and credibility. [9] [10] [11] [12] [13] The context in which multisource feedback is undertaken may influence how it is received. 14 Research in non-medical settings has indicated that participants' responses to feedback may be influenced by a variety of factors, including:
• the degree to which an organisation is perceived to be supportive; 15 • perceptions of fairness; 16, 17 • opportunities for the person being assessed to 'voice' their own views; 18 and
• the degree to which multisource feedback is specific and timely. 19, 20 Within appraisal, multisource feedback is viewed as a formative, rather than summative, assessment. 2, 4 If multisource feedback is to guide personal development within the context of revalidation, a greater understanding of those elements that promote its use and acceptance is required. This qualitative study sought to address this question by exploring GPs' and appraisers' views and experiences of using the GMC patient and colleague multisource feedback questionnaires, 21 as well as their views regarding plans to embed multisource feedback within appraisal and revalidation processes.
METHOD
Evidence regarding the utility, reliability, and validity of the GMC patient and colleague questionnaires can be found elsewhere. 22, 23 Doctors nominated up to 20 colleagues to complete a questionnaire. A patient questionnaire was also distributed to 45 consecutive consulting patients. Responders used five-point scales to assess aspects of performance and could record narrative comments. Upon completion, doctors were sent a confidential, personalised report, including the quartile in which their mean score for each item was located, compared with benchmark data.
Aim
To investigate GPs' and appraisers' views of using multisource feedback data in appraisal, and of the emerging links between multisource feedback, appraisal, and revalidation.
Design and setting
A qualitative study in UK general practice.
Method
In total, 12 GPs who had recently completed the General Medical Council multisource feedback questionnaires and 12 appraisers undertook a semi-structured, telephone interview. A thematic analysis was performed.
Results
Participants supported multisource feedback for formative development, although most expressed concerns about some elements of its methodology (for example, 'self' selection of colleagues, or whether patients and colleagues can provide objective feedback). Some participants reported difficulties in understanding benchmark data and some were upset by their scores. Most accepted the links between appraisal and revalidation, and that multisource feedback could make a positive contribution. However, tensions between the formative processes of appraisal and the summative function of revalidation were identified.
Conclusion
Participants valued multisource feedback as part of formative assessment and saw a role for it in appraisal. However, concerns about some elements of multisource feedback methodology may undermine its credibility as a tool for identifying poor performance. Proposals linking multisource feedback, appraisal, and revalidation may limit the use of multisource feedback and appraisal for learning and development by some doctors. Careful consideration is required with respect to promoting the accuracy and credibility of such feedback processes so that their use for learning and development, and for revalidation, is maximised.
An independent survey organisation, CFEP UK, managed doctor recruitment and data collection. Doctors were informed that their participation in multisource feedback, or any subsequent research, was voluntary and that anonymised survey data would be shared with the academic team.
Sampling and recruitment
GPs were sampled from two primary care organisations operating established appraisal systems. Doctors who had completed multisource feedback between April and December 2009, and who had completed their appraisal within 3 months of this date, were eligible, as were their appraisers. Participants were recruited independently -that is, a doctor could participate and their appraiser decline participation and vice versa. This study aimed to recruit 10-15 doctors and 10-15 appraisers. Analysis was undertaken in parallel with interviews; sampling continued until no new themes emerged from the data.
Participants were not instructed on how to use the results of their multisource feedback in the context of their appraisal, however, as part of recruitment, the medical director and/or chief executive wrote to all doctors emphasising that multisource feedback might usefully contribute to their appraisal. To ensure anonymity, CFEP UK and the primary care organisations identified participants who were eligible and CFEP UK sent them a study information pack inviting participation. Those wishing to take part returned a reply slip to the research team. A researcher then contacted them to answer any questions prior to interview. As a consequence of this recruitment process, no descriptive data (for example, age and sex) are available to describe the sample of eligible appraisers and appraisees who were approached to take part.
Interview process and schedule Semi-structured telephone interviews were conducted by an experienced qualitative interviewer. This allowed participants to describe their views in confidence and to share perceptions that might be difficult to discuss as part of a group or with someone they knew. 24 The semi-structured approach enabled the interviewer to clarify the meaning of the participant's response and to elicit more detail on themes arising during the interview. 25 
How this fits in
GPs will be required to collect multisource feedback as part of the supporting information for appraisal and for revalidation. Research has indicated that participants' responses to multisource feedback may be influenced by a variety of factors (for example, perceptions of fairness, credibility of process) and the perceived impact of linking appraisal (including multisource feedback) with revalidation processes is unknown. Doctors and appraisers value multisource feedback when it is undertaken within the context of formative assessment and for appraisal, although concerns remain regarding aspects of the General Medical Council multisource feedback methodology, which may undermine its credibility and could apply to other multisource feedback tools. Proposals linking formative appraisal to summative revalidation may limit the potential of both multisource feedback and appraisal for learning and development. Some doctors and appraisers may become more guarded in relation to what is openly discussed and formally recorded in appraisal.
British Journal of General Practice, May 2012 e315 Box 1. Summary of key interview topics Doctors were asked for their views on the General Medical Council (GMC) multisource feedback process, including:
• Were they able to complete all elements of the survey required?
• How easy was it to carry out the GMC multisource feedback process in their practice setting? • Reactions to their personalised feedback report.
Doctors and appraisers were asked for their views and experience of using the GMC multisource feedback data as part of appraisal, including:
• The extent to which they had used patient and colleague feedback, and the self-assessment exercise • What (if anything) stopped them from using the GMC multisource feedback in appraisal?
• Ideas for improving the use of multisource feedback as part of appraisal, including 'one piece of advice' for the appraisee and 'one piece of advice' for an appraiser about how to use multisource feedback in appraisal
Participants who had used the GMC multisource feedback data in appraisal were also asked:
• How easy was it to discuss their or the doctor's GMC multisource feedback results in appraisal?
• How easy was it to discuss unexpected or negative feedback?
• Whether they planned to use the discussion about multisource feedback in appraisal over the next weeks and months -if so, how?
• What (if any) future action was agreed for the doctor?
• Challenges and/or benefits of multisource feedback (as part of appraisal) for revalidation purposes Different schedules were designed for doctors and appraisers (Box 1). Questions were developed through consultation with an academic with expertise in GP appraisal systems. Interviews were tape-recorded with the participant's permission. Before commencing the interview, doctors were told that they need not disclose their multisource feedback results and that any multisource feedback data obtained for the study would be anonymised. Appraisers were informed that the performance of individual doctors would not be discussed.
Analysis of interview data
Interviews were transcribed verbatim and anonymised. A thematic analysis 26, 27 was undertaken using NVivo (version 2.0, QSR International). Data were analysed to identify salient, overarching themes. Codes were developed iteratively, such that interview scripts were continually revisited in light of subsequent scripts to ensure that the codes were comprehensively applied -the 'constant comparison technique ' 28 was applied to the data analysis 29 -and that contrasting data could shape the coding. Two researchers independently coded a sample of transcripts to ensure consistency.
Interview findings were combined into a summary that was sent to all participants with a structured feedback form inviting comments on the veracity of the interpretation of the study findings. Participants were not asked to provide their name on the form.
Analysis of participating doctors' multisource feedback data
Patient and colleague data for the doctors contributing to the interview study, as well as data from GPs contributing to the wider study in the two sampling areas were obtained and anonymised. A description of their age, sex, and summary performance scores 23 is provided to contextualise this research.
RESULTS

Sampling
Of 33 GPs and 25 appraisers who were identified as eligible, 12 doctors (36%) and 12 appraisers (48%) participated; 16 participants were male. Participating appraisees worked with an average of five other GPs in their practice (range 2-9). Nine doctors had discussed their multisource feedback data in appraisal and all the appraisers had discussed multisource feedback data with one or more appraisees. The age, sex, and summary performance scores for GP participants, and the wider sample of GPs who undertook the GMC multisource feedback process within the two localities, are shown in Table 1 .
Data collection
Interviews were completed between November 2009 and February 2010; each interview lasted 30-40 minutes. All participants gave permission for the interview to be recorded and transcribed.
Twelve participants completed a feedback form commenting on this study's findings. Most were satisfied that the summary accurately represented their views and experiences that were expressed at interview. Seven responders provided additional comments on the summary (data not provided) which were jointly considered by the academic lead and two researchers on this study. After checking transcripts, it was agreed that these comments represented diversity within this study's overarching themes. No amendments were made to the summary and the authors' interpretation of the interview data was unchanged.
Two overarching themes were identified:
• the utility of multisource feedback in appraisal; and
• linking revalidation, multisource feedback, and appraisal systems.
Utility of multisource feedback in appraisal
This theme reflected on the benefits (or otherwise) of using multisource feedback within appraisal. It comprised five subthemes:
• benefits of incorporating multisource feedback in appraisal;
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• validity of the patient questionnaire;
• difficulty understanding and accepting 'low' benchmark scores;
• desire for qualitative feedback.
Benefits of multisource feedback in appraisal. All appraisers were supportive of using some form of multisource feedback to enable GPs to reflect on their practice, and all the doctors viewed multisource feedback as providing a useful opportunity to learn and develop. Some had used GMC multisource feedback data to change their practice:
'… the bit where I came into the lower quartile … was the record keeping. Although participants were supportive of using multisource feedback to guide learning and development, most expressed some concerns about elements of the GMC multisource feedback methodology, which might limit its use in appraisal. These will be dealt with in the following sections.
Validity of the GMC colleague questionnaire. Participants were concerned about the extent to which colleagues' questionnaire responses accurately reflected a doctor's performance; some colleagues might be unfamiliar with the doctor's clinical practice, making it impossible to provide accurate and informed feedback: Some interviewees expressed concerns that doctors identify colleagues rather than this being done on an independent basis. Interviewees felt that, intentionally or unintentionally, this may influence the feedback given: 'It's basically very flawed, partly because you're going to select people [colleagues] that are going to give the answers that you want. Maybe not deliberately but because they're the people that you know. So it's not going to give a very true picture, necessarily, of your performance.' (GP 108)
A few interviewees were concerned also that some colleagues may not complete the questionnaire honestly for fear that their negative (albeit truthful) feedback would have a detrimental impact on their colleague and/or undermine working relations:
'I was chatting about this … at another surgery, and they said, "Oh yeah. I filled in 'excellent' for all my colleagues even though I don't think they are … because I don't want them to feel dispirited because I've got to work with them".' (GP 109)
Validity of the GMC patient questionnaire. The extent to which patient responses are a valid reflection of a doctor's performance was raised. Some interviewees commented that unfavourable feedback might be received simply because of the patient group with whom doctors work:
'If you were in an area where there's an immigrant population with language problems, people who aren't literate, you're going to score very badly in this because the people who are coming in won't be the sort of people who are trying to be nice about you, don't care what they're doing, or they won't understand, and you'll be judged badly, not because your practice is poor but because your practice population is different.' (GP 108) One participant believed that patient feedback might be a reaction to the 'interpersonal style' of the doctor rather than their skills, so a doctor who is well liked by patients may receive very positive feedback.
Difficulty understanding and accepting 'low' benchmark scores. Some doctors and appraisers found it difficult to understand the GMC benchmark data, stating it was unclear if a low benchmark score represented real cause for concern or if, as absolute differences in scores between the upper and lower quartiles were small, those differences had marginal importance: Some participants reported that they, or a doctor whom they had appraised who ranked in the two quartiles below the sample mean (three or four) in one or more areas of their performance, had been very distressed:
'Of course, what happens is you get the Summary of Evaluation Results thing and you see "Benchmark Performance Band" and you see a "3" and you think, "They think I'm terrible!" In fact, I stopped reading it. I felt annoyed. I felt peeved. I actually put it away, I just thought, "I can't read this now".' (GP 109)
Desire for qualitative feedback. Some interviewees reported that the qualitative feedback was useful to help doctors understand the reasons why they had been scored as they had:
'The comments are probably as useful or more useful than the scores, really, because they do give you a little bit more flesh on the bones of the scores to look at what's behind them.' (GP 108) Narrative comments, particularly those provided by patients, were seen as a rare source of direct encouragement:
'The free-text feedback was quite helpful. I think when you're working away at the coalface, you actually get very little praise for what you do in, often, quite difficult circumstances. And to actually see in writing that people are grateful for what you've done and grateful for the way you treat them, is actually something that I hadn't actually had in 20 years of being a doctor, so it's actually quite a boost really.' (GP 110) Some interviewees reported that comments provided a clear indication of where someone could improve performance: 'That's the whole point of these issues, that you actually look at something that you thought was not an area of concern and to allow comment and change your practice ... I've shared it with the team and we're looking at how we might be more aware of that and what we might change".'(GP 103)
Linking revalidation, multisource feedback, and appraisal processes Interviewees reflected on both the link between appraisal and revalidation, and the role of multisource feedback in appraisal and for revalidation. Participants' views were mainly regarding multisource feedback in general, that is, multisource feedback data collection using any appropriate survey instrument. A few participants expressed views that specifically focused on the GMC multisource feedback methods.
The likelihood of a link being established between appraisal and revalidation was widely accepted:
'I think it is a good way to do revalidation rather than have a test. So I think, I can only speak for our areas where our appraisal has really been quite -we've been in the forefront of appraisal and we have quite a good system in this particular area and people have done quite well. So, it does seem to work in our area. I don't know whether it will work in every area ... but I think it's a good thing".' (Appraiser 209) Participants reported that multisource feedback could make a positive contribution to revalidation: 'I think it is good, politically, that the nation knows that it is being asked what it thinks of doctors, and that it knows that also our colleagues are asked to tell us what they think of us.' (Appraiser 208) However, some expressed concerns that surveys may not be able to identify doctors who are performing poorly or those deliberately concealing dangerous performance: 'I'm just a bit afraid that we're all going to spend half our lives filling in forms about each other and there isn't very robust evidence that they're going to be useful in catching out people with problems. Lots of people will have said this but, you know, Harold Shipman could probably find 20 people to say nice things about him.' (GP 108)
One participant suggested that if multisource feedback is used for revalidation, it may deter responders from providing critical -albeit honestfeedback. Many interviewees perceived tensions between the formative role of appraisal (including multisource feedback) and the summative function of revalidation. If appraisal data are used as evidence for revalidation, some felt this would inhibit doctors from openly exploring difficulties or professional limitations: 'In terms of being an appraiser, I'm absolutely certain that, in a sense, the formative value of appraisal is going to go down as a result of revalidation. People are going to be extremely careful what significant events they log and stuff like that.' (Appraiser 212)
One appraiser was already advising appraisees to exercise caution about what to write in appraisal documentation: 'I'm advising people not to put anything in [appraisal documentation] that they might find a bit exposing, because the questions are a bit intrusive. Because, at the moment, as far as I can see, if there is a concern about the doctor they can subpoena the appraisal documentation, and I don't want to put anybody in a position where something that was written down … could be used in evidence against them.' (Appraiser 209) However, another participant reflected that doctors should be prepared to receive honest, constructive feedback to improve their clinical practice:
'This is about people looking at their clinical practice, evaluating themselves, imposing change themselves, rather than it being a very judgmental process. Now, yes, somebody's going to look at it and ensure that your practice is safe and you keep up to date, look at what you're doing. I personally think that's only fair and reasonable. We're put in a huge position of trust and respect by patients and I think that's something that we don't deserve. We earn it by demonstrating things like this.' (GP 107) DISCUSSION Summary GPs and their appraisers broadly supported the formative use of multisource feedback within appraisal, although most were concerned about some elements of the GMC multisource feedback methodology. Issues included the self-selection of colleagues, and patients' and colleagues' ability to provide objective feedback. Some reported difficulties in interpreting benchmark data and doctors were sometimes upset by their scores. Most participants accepted emerging links between appraisal systems in general practice and revalidation, although many identified tensions between the formative role of appraisal and the summative function of revalidation.
Strengths and limitations
By interviewing GPs and appraisers shortly before the introduction of revalidation, participants' views in this important area of changing regulation were elicited. The study purposefully recruited in sites with welldeveloped appraisal systems to enable participants to reflect on using multisource feedback in appraisal and revalidation, rather than focusing on problems with their appraisal process. Although recent international research has explored the relationship between multisource feedback, appraisal, and changing practice, 11, 13, 30, 31 this exploratory study provides new insight into how the emergent plans for the revalidation of UK doctors might influence the relationship between multisource feedback and appraisal.
There are some limitations. This study recruited a small, self-selected sample of GPs and appraisers working in two areas with established appraisal systems. Participants' views may not apply to specialities other than that of family medicine, or to other UK primary care organisations -particularly those areas with less-developed systems of appraisal in place. Doctors who feel more confident about their professional performance may be more likely undertake multisource feedback; 22 likewise, participants holding polarised views about multisource feedback, appraisal, and/or revalidation may have been more likely to volunteer for this study.
Detailed plans regarding the mechanisms for implementing the revalidation process were published subsequent to this research. 1, 2 Although these data provide important insight into the likely impact of revalidation, the participants not only reflected on a process they had not actually experienced, but also did so in the absence of a detailed understanding of how it might be implemented.
Comparison with existing literature Some participants raised concerns about the validity of the multisource feedback methodology: some thought doctors might receive less-positive patient ratings because of the population with which they work, some questioned whether colleagues who were unfamiliar with a doctor's clinical practice were able to provide objective ratings, and others felt that 'self' selection of colleagues might introduce bias. Tensions were identified between maintaining good working relations with the doctor being assessed, the willingness to provide critical feedback, and its impact on the doctor.
In a parallel paper, using multivariate regression models, it was identified that less-favourable patient scores were predicted by doctors with lower proportions of patients of white ethnicity who provided feedback. 32 For selected items from the colleague questionnaire, managers, administrative staff, and non-medical health professionals had more favourable views of doctors' performance than medical peers; 23 other research examining the impact of responder characteristics on ratings achieved by individual doctors has found similar results. [33] [34] [35] [36] [37] Research working with volunteer samples of doctors suggests that an assessor's ability to provide accurate ratings may depend on their ability to observe relevant behaviours. 38 There is also some evidence that peers tend towards leniency to minimise bad feeling or to avoid damaging colleagues' careers. 15, 39 Early work indicated that the self-selection of colleagues was not an issue of major importance, 40 although this has recently been contested. 41, 42 Some participants reported difficulties interpreting benchmark data and, in particular, whether a 'low' benchmark score represents a real cause for concern. Patient and colleague ratings collected using the GMC questionnaires 22, 23 and multisource feedback tools of a similar intent 5, 6, [43] [44] [45] [46] consistently report highly skewed, positive performance ratings. In this context, low scores identified by norm-referencing approaches may not necessarily reflect unacceptable performance. 23 It is unknown if this observation will apply when benchmarks are derived from nonvolunteer samples.
Some participants reported that they or another doctor had been upset by their feedback, a finding that is consistent with previous research.
12, 47 Sargeant et al found that among physicians who receive negative feedback, some eventually accept it; others do not, but express concern with the assessment process and/or describe barriers to change.
12
Implications for practice Doctors and appraisers value multisource feedback when it is undertaken within the context of formative assessment and when it is intended to contribute towards appraisal. However, concerns remain regarding aspects of the GMC multisource feedback methodology, which might undermine its credibility and also apply to other multisource feedback tools of similar intent. If multisource feedback, as part of learning and for revalidation, is to be maximised, guidance on its conduct and on how to interpret feedback is vital to support its acceptance and use. Proposals linking formative appraisal to summative revalidation may limit both multisource feedback and appraisal for learning and development. Some doctors and appraisers may become more guarded regarding what is openly discussed and formally recorded in appraisal. One participant expressed concerns regarding the legal status of multisource feedback data -it may be wise for the UK to learn from an established multisource feedback process in Alberta, Canada, where, although doctors are mandated to undertake the feedback, primary legislation states such data cannot be subpoenaed in a court of law. 48 This approach may alleviate some UK doctors' concerns in this regard and enhance the formative potential of the multisource feedback process.
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